The success of office-based nasal procedures by the general otolaryngologist depends on appropriate patient selection, counseling, equipment, and adequate local anesthesia. The techniques for nasal anesthesia may be divided into external and internal approaches. Procedures affecting the external nose include resurfacing procedures and soft-tissue work, including local flaps and scar revision. The nasal mucosa must be addressed for septoplasty, turbinate reduction, polypectomy, and balloon catheter dilation. Both areas are involved in more complicated nasal procedures, including nasal fracture reduction, rhinoplasty, and nasal valve correction.
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The nose is innervated by the first and second divisions of the trigeminal nerve. The skin of the lateral nasal wall is innervated by the external nasal branch of the infraorbital nerve, which exits its foramen just medial to the midpupillary line. Taking time to palpate and inject this foramen yields the best results; the patient may feel an electrical "pinch" when the needle is at the correct location. Special care must be taken to draw back on the syringe to avoid intra-arterial injection. The foramen itself faces inferomedially, so approaching from this direction near the alar facial groove is helpful (figure 1).
The nasal dorsum is innervated by the supra-and infratrochlear nerves, which are blocked at its location just medial to the eyebrow. The external branch of the anterior ethmoidal nerve supplies the tip; it is blocked at the caudal edge of the nasal bone by an internal or external approach. Anterior injection may be placed at the columella for the nasopalatine nerve.
For internal nasal approaches, an anesthetic solution with decongestant is sprayed into the nose with a powered nebulizer; we use topical 4% lidocaine spray with oxymetazoline or epinephrine. (Of note, both epinephrine and oxymetazoline are excellent vasoconstrictors, but phenylephrine should be used with caution. 1 ) Next, pledgets soaked in topical agents are placed within the nasal cavity to decongest and anesthetize branches of the anterior and posterior ethmoid, sphenopalatine, and nasopalatine nerves. We use 4% cocaine solution in patients without cardiac history. 2 After 5 minutes, decongestion and anesthesia are improved by advancing the pledgets under endoscopic guidance toward the anterior ethmoid and sphenopalatine nerve regions plus the area of surgical interest. A straight metal ear curette works well for this (figure 2) . The pledgets are removed after 10 minutes, and 1% lidocaine with 1:100,000 epinephrine is injected at the axilla of the middle turbinate to block the anterior ethmoidal nerve, which supplies the anterior septum and mucosa around the nasofrontal recess. A 25-gauge spinal needle bent at the tip works well, but the shaft flexibility is challenging; a curved tonsil needle is ideally suited.
The posterior nasal cavity is primarily supplied by the sphenopalatine ganglion, which is blocked by injecting at the posteroinferior attachment of the middle turbinate. Additional injections may be made along the inferior turbinate or septum depending on the procedure. The practitioner should wait 10 minutes to ensure that adequate anesthesia and vasoconstriction are achieved.
In conclusion, knowledge of nasal anatomy, use of decongestants, a combination of topical and injectable medications, and adequate time for anesthesia effect allow the otolaryngologist to comfortably perform a wide variety of nasal procedures using local anesthesia. sated mucin within the stroma, often associated with granulation tissue, a brisk inflammatory response, and foamy histiocytes, without epithelium (figures 1 and 2). The macrophages contain phagocytosed mucin. When present in the sample, adjacent minor mucoserous glands may show chronic or sclerosing sialadenitis.
Although the diagnosis of a mucocele is usually straightforward, if there are abundant muciphages, they may simulate a mucoepidermoid carcinoma or an infiltrating signet-ring adenocarcinoma (figure 2). The lack of an intermediate cell component, true mucocytes, mitoses, invasive growth, and cellular pleomorphism should allow for elimination of these differential diagnoses.
Suggested Reading Figure 2 . Left: A squamous-lined cyst with heavy subepithelial fibrosis is seen in this retention-type mucocele. Top right: Sheets of histiocytes filled with mucus can sometimes mimic a mucoepidermoid carcinoma. Bottom right: Histiocytes and inflammatory cells fill the lumen of this extravasation-type mucocele.
